This study describes the value of endoscopic retrograde cholangiopancreatography (ERCP) in patients with bile duct injury after laparoscopic cholecystectomy. Twelve consecutive patients were studied over a one year period.
G N J Tytgat
Abstract This study describes the value of endoscopic retrograde cholangiopancreatography (ERCP) in patients with bile duct injury after laparoscopic cholecystectomy. Twelve consecutive patients were studied over a one year period. In all patients the biliary tree was visualised during ERCP. Four patients had complete bile duct obstruction, seven patients had a stricture (two with concomitant leakage), and one patient had leakage from a hepatic branch. Three patients with complete obstruction, presented with a relatively prolonged symptom free, 'silent' period before diagnosis. In all four patients with complete transection, a proximal hepaticojejunostomy was performed. In one patient with a tough fibrous stricture, secondary to incorrect clip placement, passage of the guidewire was impossible, leaving surgical reconstruction as the only therapeutic option. All remaining seven patients with leakage or strictures, or both were successfully treated by endoscopic sphincterotomy only (n=1) or sphincterotomy and subsequent stent placement (n=6). When patients do not recover uneventfully after laparoscopic cholecystectomy even without cholestasis or jaundice, early ERCP is recommended as a safe and valuable method to detect bile duct injury and to suggest treatment. Subsequently, more than half of such patients can be treated endoscopically. Extended follow up is needed to evaluate the longterm results.
(Gut 1993; 34: 1250-1254) (Fig 1) . An attempt to visualise the proximal bile ducts resulted in a small perforation. Laparotomy showed that the common hepatic duct had been resected erroneously. A cholangiojejunostomy with a Roux-en-Y loop was performed, with the left hepatic duct approach. CASE 6 A 39 year old woman was referred for ERCP, six days after uneventful laparoscopic cholecystectomy. Postoperatively she complained of abdominal discomfort and blood chemistry showed cholestasis. Ultrasound showed a small subhepatic fluid collection. Subsequent ERCP showed abundant leakage of a hepatic radical and a small sphincterotomy was performed to facilitate bile flow into the duodenum (Fig 2) . Possibly a congenital abnormal connection was present between the cystic duct and the right biliary system. The patient improved rapidly and had no complaints one year after this procedure. (Fig 3) . During two consecutive attempts, passage of a guidewire was impossible. After these manipulations, one clip migrated into the CBD and was successfully removed with a Dormia catheter. Later on a hepaticojejunostomy was performed with good result. CASE 12 A 35 year old woman was referred for ERCP seven days after uneventful laparoscopic cholecystectomy. Three days postoperatively she felt nauseated. Blood chemistry showed cholestatic liver enzymes and ultrasound showed dilated bile ducts. At ERCP a subhilar stricture was visualised with surrouding clips and one 14 cm, 10 Fg stent was inserted successfully (Fig 4) . A second stent was positioned after six weeks.
Discussion
In all the 12 patients referred with suspicion of bile duct injury, the biliary tree was successfully visualised during ERCP. This led to a further diagnosis and aided treatment strategy. Remarkably, previous abdominal ultrasound showed non-dilated intrahepatic bile ducts despite the presence of major bile duct injury in four patients. 
